INTRODUCTION
Convulsions in the postpartum are not a rare presentation in obstetric emergencies. Most often the patient is treated as a routine case of eclampsia until she is investigated with other special investigations like CT or MRI when there is a suspicion as to evaluate the cause of convulsions in the absence of hypertension and proteinuria or when the patient does not respond to routine conventional anti-eclamptic regimes. 1 
CASE REPORT
Mrs. X, aged 28 years came with history of an episode of convulsions on her 10th postpartum day. She was apparently alright before this. Patient had an episode of convulsions lasting for 2-3mins associated with headache and frothing of saliva. No h/o up rolling of eyes, tongue bites, involuntary urination/defecation, no h/o LOC or postictal confusion. There was no preceding history of blurred vision, epigastric pain, pedal edema, fever, cough, breathlessness or weakness of limbs. Patient gives h/o slight slurring of speech after the episode. She is P2L2, tenth post operated day, delivered by LSCS in both pregnancies, the indication for first LSCS being CPD, second indication being previous LSCS with CPD. She had regular antenatal checkups during both pregnancies and had no h/o pre-eclampsia or HTN in either of them and in between the pregnancies too. Ante partum, intra partum and postpartum periods of both the pregnancies were uneventful. Her past history was insignificant with no h/o any convulsions right from her birth. She consumes mixed diet but she is not a pork eater, sleep and appetite normal, bowel and bladder habits regular.
On examination, patient was drowsy and responding to verbal commands, no evidence of pallor, icterus, and lymphadenopathy. Afebrile and her vitals stable. Systemic examination was normal including the CNS examination. Fundoscopy was normal. On abdominal examination, uterus well involuted, no mass palpable. LSCS scar healed. On P/V examination lochia was healthy. Hb% 12gm/dl, RBS 77mg/dl, Urine dipstick showed trace proteins, CUE was within normal limits, Renal and Liver function tests were normal. Serological tests were not done in her case to confirm the diagnosis. The patient was provisionally diagnosed to suffer neurocysticercosis. She was treated with an antiepileptic-Tab. Phenytoin 100mg 1+2, anti-cysticercal drug-Tab. Albendazole 400mg OD for 15 days, antiinflammatory-Tab. Prednisolone 5mg TID for 5 days, BD for 5days, OD for 5days. The patient was seizure free for 2 days and hence she was permitted to go home and review at OPD for further management.
DISCUSSION
Postpartum convulsions though not uncommon, can present because of varied reasons. The commonest diagnosis of postpartum convulsion being eclampsia, the other causes like cerebral venous thrombosis, cerebral hemorrhage, brain abscess, CNS tumors, viral encephalitis etc. Though a lesser common causes like neurocysticercosis, toxoplasmosis, tuberculomas, cerebral amebiasis should also be considered in our country which is still underdeveloped. In our case, the patient presented with convulsions on tenth postpartum day but she was normotensive and her urinary proteins was trace, a CT brain was ordered without any delay which helped us to diagnose the etiology as neurocysticercosis.
Taenia Solium infestation leads to cysticercosis in humans where the humans act as the intermediary host. The CNS involvement is not uncommon in these cases leading to neurocysticercosis. 
